The minutiae of low birthweight infant feeding rarely evoke unanmity among paediatricians. What to feed, how much of it to give, how to get it in, and what the long term effects might be, still occasion debate. The question of when to start after birth had its share of controversy nearly 30 years ago, and events leading to a change in practice are described.
The timing of the first feed was last reviewed here in 1978.1 At the beginning of the century it was felt that feeding should begin as soon as possible after birth to prevent death from inanition. But for Julius Hess, an American physician renowned then for his pioneering care of low birthweight infants in Chicago, and an advocate of an early start, this meant giving nothing for the first 12 hours of life, and one to three feeds of human milk, obtained from a wet nurse if necessary, in the second 12 hours, 'if the infant's condition warrants'.2 The fear of aspiration of milk into the lungs was great. With feeble or absent sucking and swallowing reflexes in the most immature infants, and the tools for the job confined to spoon, pipette, or fountain pen filler, this is not surprising. However some 27 years later Hess was to counsel that the period of starvation for babies weighing less than 1200 g should be 24-48 hours, subcutaneous injections of physiological saline being given in the interim.3 Mary Crosse, who started the first 'premature baby unit' in the United Kingdom, also changed her mind. In being fed within two to eight hours (usually within two to four hours of birth) using volumes similar to those used at Oxford, the remainder being fed at 12 to 16 hours with much smaller amounts. The mortality in the early fed group was 17%, and in the later fed group 6% (p<0-01). When deaths considered inevitable or 'due to factors other than immediate feeding' were excluded, a substantial difference (13-8% compared with 5-8%) remained but did not reach significance. 7 Wharton and Bower reported that in some very preterm infants in the early fed group 'apnoeic attacks with cyanosis and circulatory failure were regularly occurring after each feed'; six of 20 infants who died in this group were considered to have aspirated feeds. Bilirubin concentrations were significantly lower and birth weight was regained significantly earlier in the immediately fed group (p<0-01 for both). Symptomatic hypoglycaemia occurred in four of the later fed group, one of whom died, but in none of the early fed group. The authors reported they intended to continue early feeding with undiluted breast milk, but reduce the volumes by a third. In Oxford no change was made.
Appreciation of the concept of intrauterine growth retardation was fast gaining ground, and the tendency of these small for gestational age infants to Infants weighing less than 1500 g at birth cared for there between 1961 and 1964 had been given significantly less food in the first week, and had significantly lower body temperatures for the first four weeks of life than similar infants born in 1965 to 1968. ' Head circumference centiles of infants appropriately grown for gestational age showed a normal distribution in the latter four years, but were skewed to the left in the earlier period, as were those of small for gestational age infants throughout the entire eight years. This was interpreted thus: lower body temperatures consequent on the lower environmental temperatures imposed during 1961 to 1964 could mean that energy derived from food would have to be diverted to heat production instead of being available for growth, and infants appropriately grown at birth were being converted to growth retarded ones after birth by lack of warmth and food. The results were thought to give some support for the hypothesis that relatively minor undernutrition during a time of very rapid brain growth could result in a deficit in the ultimate size of the brain.
Some years later, but before being aware that the brain does not grow first by cell multiplication to an adult number followed by a later increase in cell size (the cell number/cell size hypothesis'8), I felt the above conclusions were doubtful. The numbers were relatively small, the infants were cared for before cerebral ultrasonography was being applied in neonatal units, and. it seemed probable that not a few of the 'well grown' heads could be associated with ventricular dilatation as survival from intraventricular haemorrhage increased. Thus if there were benefits to be gained from reducing the period of starvation to as short a time as possible I believe they lay more in preventing symptomatic hypoglycaemia, reducing bilirubin concentrations and the need for exchange transfusion, and in allowing somatic growth to resume earlier, than in any important effect on brain growth.
Were there harmful effects of immediate feeding? The increased mortality of the alternate case trial at Birmingham has already been referred to; careful review of the Wharton 
